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Informal Health Markets and 
Formal Health Financing Policy in 
Uganda 


RESEARCH PROTOCOL 


Abstract: 


This research project concerns a study of economic behaviour of health workers 
and the emergence of "informal markets" in public health units. Since the 1970s, 
health workers salaries' decreased to a level incapable of supporting a household. 
There is considerable anecdotal evidence describing a variety of income generating 
activities in which health workers engage. Such ‘socio-economic survival strategies’ 
include: unsanctioned charges for health services, drugs, and supplies at public 
health units; establishment of private clinics and drug shops; and a range of 
economic activities outside the health sector. 


As in many developing countries, one of the major health policy debates in Uganda 
has surrounded the issue of charging users of government health services. 
Following a long period of health sector under funding and reports that patients 
were paying informally for services and supplies obtained at government health 
units, a policy of formal user charges evolved in 1989-1990. The policy hoped to 
reduce the informal charging through local retention and utilisation of all collected 
funds. A proportion was intended to motivate health workers through regular 
incentive allowances to augment their remuneration. Ministries concerned with the 
health sector (Health, Local government and Finance and Economic Planning) were 
involved in the policy formulation process in order to implement a nationally set 
scale of user charges. Communities would participate in the discussions of user 
charges as well as their implementation through health unit management 
committees (HUMCs). The National Resistance Council (NRC) rejected the proposals 
and opted for further discussion. Despite this, the majority of districts encouraged 
locally based versions of the policy in order to alleviate the constraints of the non- 
salary recurrent costs. 


The districts' cost sharing policies can be assumed to have the following objectives: 


(i) to provide additional resources in order to reduce shortages of equipment, 
drugs and supplies. 


(ii) to motivate health workers and improve their performance both with respect 
to the time they allocate to the health facility and their attitudes to their 
work when there. 


(iii) to reduce or eliminate informal charges. 


However: 


(a) there is little understanding of the nature and magnitude of health workers’ 
socio-economic survival strategies and their implications for time spent by 
health workers at health facilities, attitudes to health facility work and levels 
of informal charges. 


(b) There is little understanding of the influences on health workers’ choice of 
survival strategies and the role of environmental variables (such as the 
economic prosperity of the facility area) health worker characteristics (such 
as age and sex) and policy variables (such as salary level). 


This protocol describes a longitudinal study in Bushenyi and Iganga districts of 
Uganda, which will use a variety of qualitative and quantitative methods to 
establish the range and magnitude of health workers’ socio-economic survival 
strategies, the implications of different strategies for quality and accessibility of 
care and the influences on health workers' choice of strategy. The study spans a 
two year period and takes place in two phases. It uses a participative approach, 
involving district health management team members in the research team and based 
on voluntary cooperation of health workers, health unit management committee 
members and members of the public. With this information, recommendations will 
be developed with respect to design of user charge policy and other health policy 
capable of influencing health workers’ choice of strategy, with the aim of improving 
quality and accessibility of public health services. 


Informal Health Markets and 
Formal Health Financing Policy in 
Uganda 


RESEARCH PROTOCOL 


BACKGROUND AND PROBLEM STATEMENT 


Uganda like sub-Saharan countries has suffered from poor economic performance 
since the early 1970s. The causes include the civil strife and economic mis- 
management that characterised the 1970s and 1980s, the global recession, fall in 
export commodity prices, and the foreign debt crisis. Public sector expenditure 
dropped from 24% of GDP in 1972 to 8% in 1981. In real terms, public 
expenditure was less than a third of 1972 levels. However the trend has slowly 
improved (Hiscock et a/., 1993. 


Social expenditures inevitably suffered. One manifestation of health sector under 
funding has been low government health unit productivity. This has been 
compounded by higher demand for health inputs brought about by the emergence 
of HIV/AIDS and the re-emergence of previously controlled diseases in particular, 
malaria, tuberculosis, malnutrition and anaemia. To some extent, the private sector, 
including some donor agencies, NGOs, and private providers, has filled the gap but 
sometimes with negative implications for the quality of care (Asiimwe and Lule, 
1992). 


Under funding and low productivity in government health units is reflected by: 


Health units without basic equipment and consistent supplies 
of drugs and other clinical items. 


High rates of qualified staff attrition and poor absorption of 
newly qualified staff. 


Failure to attract available staff to rural areas. 


Building structures inadequate for the current services and not 
maintained. 


Failure to repair or replace equipment and vehicles. 


Low working morale among staff exhibited by short working hours 
and reported rudeness and failure to provide those services which 
could be made available. 


Health workers engaging in ‘socio-economic survival strategies’. 
(Mwesigye, 1995, Jitta and van der Heijden, 1994) 


INFORMAL MARKETS AND SOCIO-ECONOMIC SURVIVAL STRATEGIES 


Health workers’ efforts to address these problems led to the formation of "informal 
markets" in public health services. These are defined here as mechanisms for sale 
of health services to patients by government health workers which are not formally 
sanctioned. They include mechanisms for sale of services in facilities (under-the- 
counter payments), and of government provided inputs outside facilities (sale of 
government provided drugs in drug shops, sale of government health workers 
services in private clinics). 


Socio-economic survival strategies are defined as the full range of income 
generating activities engaged in by health workers inside and outside the health 
sector. The include pure survival strategies without which the health worker's 
family cannot be maintained, and those providing a higher than minimal standard 
of living to which health workers are likely to aspire, hence ‘socio-economic’ 
(Streefland, 1987) 


Existing evidence shows that health workers’ survival strategies include under-the- 
counter payments for supposedly free health services in government health units, 
running private clinics within the vicinity of their place of work, using equipment 
and drugs from public health facilities in their own private facilities, referring 
patients to their facilities and drug shops for purchase of drugs, (Sometimes 
obtained from the public facility) and engaging in market activities outside the 
health sector. The different socio-economic survival strategies adopted have varying 
implications for quality and volume of health services in the public sector (Jitta and 
van der Heijden, 1994). 


Socio-economic survival strategies are likely to be influenced by a set of 
environmental, health worker related and policy factors such as gender and age of 
health workers, location of health facility (rural/urban), type of health facility, level 
of employment, the nature of existing health and other commodity markets, 
professional ethics, and remuneration levels. 


Attempts to solve the problems of deteriorating health services by government, 
NGOs, and multilateral and bilateral donors have historically focused on physical 
rehabilitation and provision of drugs. There has been little attention to health 


workers’ welfare. Without this component, it is unsurprising that progress was 
limited (Mwesigye, 1995). 


More recently, user charge policy has been seen as a solution to these problems. 
A policy of formal user charges was developed by the main national level actors in 
the health sector between 1989 and 1990. The policy hoped to reduce informal 
charging through local retention and utilisation of all collected funds. A proportion 
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was intended to motivate health workers through regular incentive allowances to 
augment their remuneration. A nationally set scale of user charges was developed. 
Communities would participate in the discussions of user charges as well as their 
implementation through Health Unit Management Committees (HUMCs). The 
National Resistance Council (NRC) rejected the proposals in 1990. Despite this, the 
majority of districts encouraged locally based versions of the policy in order to 
alleviate the constraints of non-salary recurrent costs. 


The impact of user charge policy on the problems discussed above is mediated 
through the socio-economic survival Strategies of health workers. Health workers’ 
choice of strategy influences the time devoted to the public health facility, the level 
of informal charge at the facility, the availability and cost of drugs at the facility and 
the attitude of health workers to delivery of services and to patients. These are 
major influences on the quality and accessibility of care at the public health facility. 
Whether or not user charge policy or any other policy can affect choice of survival 
strategy depends on how health workers choose from among available strategies 
and the factors influencing that choice. 


The need to understand these issues leads to the following study objectives. 


OBJECTIVES 


General Objectives 


(i) To inform health policy in Uganda by describing the socio- 
economic survival strategies of health workers in Uganda and 
the nature of existing informal markets associated with 
government health services. 


(ii) To inform health policy globally especially health financing 
policy, by increasing understanding of the influential role of 
informal markets within government health services. 


Specific Objectives 


(i) To identify and describe the health workers' socio-economic 
survival strategies in Uganda's public health sector. : 


(ii) To examine the implications of different socio-economic 


survival strategies on the public health systems in terms of 
accessibility and quality of care and health workers' motivation 


and standards of living. 


(iii) To explain health workers’ choice of socio-economic survival strategy 
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in terms of environmental, health worker related and policy variables. 


(iv) To model the implications of alternative health financing policy options 
and other policy options for accessibility and quality of care in public 
health facilities. 


(v) To make recommendations on health financing policy and other health 
policy based on the above findings. 


(vi) To develop a methodology to assess the impact of health 
financing in health services characterised by existence of 


informal financing markets. 


Research Questions 


A; What are the socio-economic survival strategies carried out by health 
workers? 
Ps What impact does health workers engagement in different socio-economic 


survival strategies have on the accessibility and quality of health care in 
public health facilities? 


os What factors explain health workers' choice of socio-economic survival 
strategy? 
4. What policy variables are likely to produce changes in socio-economic 


survival strategies consistent with improved quality and accessibility of 
health care in public health facilities? 


ANALYTICAL FRAMEWORK 


Analytical Framework Model 


Health worker 
characteristics 


| Environmental 
Factors 


Health policy 


Socio-economic 
survival 
Strategies 


Quality and 
accessibility of 
care in public 

facilities 


Socio-economic survival strategies play a major role in determining the quality and 
accessibility of care at public facilities through influence on the time health workers 
allocate to providing care in the facility; the drugs available at the facility and the 
price of obtaining them; the level of informal charges at the facility and the health 
workers’ attitudes to delivering services and to patients. 


Three sets of factors are likely to play important roles in determining health 
workers’ choice of socio-economic survival strategies: 


environmental factors such as the local economy and employment 
opportunities, and the range of competing health facilities; 


health workers characteristics such as their age and sex and their 
aspirations and expectations; 


national and district health policy such as the level and structure of 
user charges, how the revenues are managed and allocated, and 
supervision and training policy 


There is, additionally, likely to be interplay between the three sets of factors. 


Study Site And Duration 


The study will be based in Bushenyi and Iganga districts. The districts of Iganga 
in Eastern Uganda and Bushenyi in Western Uganda have diverse socio-economic 
and cultural backgrounds giving the study an extended coverage but still allowing 
in-depth study. The selection of the districts was done after pre-visits to a number 
of districts. The choice of the two districts was based on the anticipated degree of 
health staff collaboration and involvement in the study taking into consideration the 
participatory nature of the study. The study is scheduled to take a period of 24 
months starting from January 1995 as laid down in the study work plan (below). 


Research methods 


The study includes a pilot phase and 2 main data collection phases. In the pilot 
phase, research assistants have been trained, the study tools have been developed, 
tested and adjusted in the light of experience, and this protocol has been finalised. 
These tools can be found in annexes 2-10. They include: facility records checklist; 
facility observation checklist; questionnaire for health workers; focus group 
discussion guides for health workers and community members; structured interview 
guides for health workers, community members and a member of the health unit 
management committee; and an income and expenditure diary to be completed by 
health workers. In addition, key informants will be identified among health workers 
and community members and researchers will probe further on the issues included 
in the structured interview guides. 


In the first phase these tools will be applied to six health facilities each in 2 districts 
(Iganga in the South East and Bushenyi in the South West). 


The facility records and facility observation checklists will be completed for each 
unit. Questionnaires will be administered to all health workers present at the facility 
on the first two or three days. On the basis of cooperation indicated by response 
to questionnaire, structured interview respondents will be selected (approximately 
1 in 3 of questionnaire respondents). A structured interview will also be carried out 
with a member of the health unit management committee. Of these, approximately 
1 in 3 will be followed up as key informants, on the basis of their response to the 
structured interview. 1 or 2 key informants per facility will also fill out the diary. 


Three weeks per month will be spent continuously in a facility. Each unit will also 
be followed up, between 1 and 3 more times after the three week data collection 
period. At each follow-up visit, the exit poll which forms part of the observation 
checklist will be repeated and key informants will be revisited. At the last visit, the 


inpatient survey which forms part of the facility records checklist will be 
administered. 


Qualitative approaches such as key informants and focus group discussions are 
likely to indicate a range of views and impressions on the subjects explored, and 
to uncover best those issues which respondents wish to expose. Quantitative data 
based on direct observation and examination of records will be used to verify and 
attach magnitudes to the factors uncovered by qualitative methods and perhaps to 
expose some issues which respondents to qualitative instruments are reluctant to 
discuss. The use of a structured set of qualitative methods which probe in 
increasing depth as the most cooperative respondents are identified, should 
minimise the number of activities which are not described as a result of reluctance. 


The follow-up visits enable checking of outpatient drug use over a more extended 
period; reduction of observer bias (greater familiarity with the researchers is likely 
to reduce changed behaviour in response to their presence) and a longer term 
building of relationships with key informants. 


In addition to field collection of data, some background information will be collected 
from relevant documents. These documents will include relevant health policy 
documents such as user charge directives; evaluation reports on subjects such as 
essential drug programme management and user charge implementation; situation 
analyses concerning subjects as health workers' welfare, household health 
expenditure and quality of health services; and economic information about the 
study areas. A search for these documents will be made in libraries, relevant 
Ministries and district health offices and the offices of relevant NGOs, bilateral and 
multilateral agencies. 


After Phase 1, the data collected will be analysed, an interim report produced and 
a workshop will be held with national and district level policy makers to discuss the 
implications of the findings for policy, and the plan of Phase Il. Planning of the 
details of data to be collected in Phase II will take place at the end of Phase 1 (see 
study work plan, below). It is possible that Phase | will indicate a new important 
area to be explored, the need for more in-depth study of a smaller number of 
facilities using a 'case study' approach, or the possibility of testing a particular 
intervention using an ‘action research’ approach. This will be decided following 
analysis of the results of Phase | and widespread consultation. 


Data Analysis 


Content analysis of data from focus group discussions, structured interviews and 
key informants will be carried out to structure and categorise the information 
gathered. This data will be manually ordered using self developed codes in relation 
to the objectives and research questions of the study. After ordering, the data will 
then be summarised by listing all data that have been given the same codes. We 
intend to display summarised data in charts, figures and tables to help visualise 


possible relationships between variables. 


Quantitative data from health worker questionnaires, diaries and facility record and 
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observation checklists will be cleaned and entered into the computer. Univariate 
analysis of descriptive statistics through frequency distribution and concordances 
along with graphs of the main descriptive variables will be obtained using Epi- 
info/DBaselV, SPSS, and Harvard Graphics software. Relationships between 
variables will be analysed using bi-variate analysis through cross-tabulation and 
analysis of correlation. 


Limitations 


There are no established methods for addressing the research questions of 
this study. The first phase of the study in particular is exploratory and aims 
to establish the viability of the research tools and methods as much as 
answering the research questions. 


The sensitive nature of much of the information sought indicates a relatively 
high risk that some research questions will remain unanswered. The study 
design has been guided by this limitation emphasising long term contact with 
health workers aimed at establishing confidence, and triangulation between 
different methods of data collection. 


The study is restricted to public sector workers and ignores the large volume 
of health sector work conducted by NGO and private-for-profit providers. 


The study focuses on improving the quality and accessibility of care in the 
public health sector. The implications of the policies which will be evaluated 
for quality and accessibility of care in other sectors will not be addressed. 


Ethical considerations 


a) 


b) 


Cc) 


MISR is a national research institute with a mandate to Carry out 
research in the country. However, permission has been obtained from 
Uganda National Council of Science and Technology (UNCST), a 
national research coordinating body and the District Authorities in the 
two study districts. 


The participatory approach of the study necessitates the involvement 
of policy makers and planners from the very beginning of the study. 
This has already started with the pre-project workshop of the study 
held in September 1994 that included policy makers, health planners 
and academicians. Members of District Health Management Teams 
have been recruited as part-time researchers in the study. 


The study is a longitudinal one and aims to build confidence in health 


workers and increase their voluntary participation in order to get 
information on sensitive issues. 
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d) Information on socio-economic survival Strategies is sensitive. 
However the study is not intended to uncover * bad practice’ but to 
assess the implications of different Strategies and to use the 
information for purposes of policy making. 


e) Anonymity will be ensured and all the information will be treated in 
strict confidence. 


f) The results of the study will be disseminated to the national and district 
policy makers, health workers and communities who have contributed. 


Recruitment and training of research assistants 


Recruitment 

Two research assistants have been recruited each from one of the selected 
districts, familiar and conversant with the language. The research assistants are 
graduates with social science backgrounds and experience in field research of not 
less than six months. In addition, members of the District Health Management 
Teams of Iganga and Bushenyi have been recruited to join the research team on a 
part-time basis. 
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Trainin rogramme 


First day: 
Morning: 
Afternoon: 


Second day: 
Morning: 


Afternoon: 
Third day: 
Morning: 
Afternoon: 
Fourth day 


Morning: 


Afternoon: 


Introduction and discussion of the study (background, 
aims, objectives and rationale). 


Discussion of the Study 

Introduction to research methodology 

- Description/explanation of qualitative and quantitative 
methodologies. 

- The techniques to be used to collect the data (purpose, importance, 
information and relationships). 

Discussion of the study design and methodology 

Introduction and discussion of questionnaire, schedules and guides we 
are going to use. 

Discussion of the instrument to be used in the study. 

Practical training 


- Conducting 2-3 interviews and discussions using instruments. 


Evaluating the performance. 


Fifth and Sixth day: 


Morning: 


Afternoon: 


Practical training (Pre-pilot) using real subjects 
- Conducting 10 interviews 


Discussion of performance 
-discussion of other questions 
-consideration of field matters 


The Pilot phase continued the researchers training process. 


KZ 


STUDY WORK PLAN 


Activity 


PROGRAMMING PHASE 
1. District visits to select 
two districts in which 
to base the study 


2. Workshop to introduce 
policy makers/planners/ 
Development officers to 
the project and invite their 
participation and suggestions. 


3. Hold meetings at district level 
with health workers to further 
develop project framework 
including objectives and methods 


4. Development of draft Protocol 
and Research instruments 


5. Recruitment and Training 
of Research Assistants 


6. Conduct a Pilot Study 
to test developed methods 
and instruments 


7. Finalise research protocol, 
methods and instruments 


DATA COLLECTION PHASE | 
8. Three week facility visits 

and follow up on up to 3 

occasions: 6 facilities in 


2 districts 


9. Document review 
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Timing 


Sept.1994 


Sept.1994 


Sept.1994 
Oct/Nov.1994 


Dec.1994/Jan.1995 


Jan/Feb.1995 


Feb.1995 


Mar/Sept 1995 


April/May 1995 


lil ANALYSIS AND REVIEW OF PHASE | 


10. Analyse and write up results 
from Phase | Oct/Nov.1995 


11. Hold a Workshop enabling 
further consultation with 
health workers and policy makers 
to discuss interim results and 
modify plans for Phase II Dec. 1995 


IV DATA COLLECTION PHASE II 


12. Design Phase Il Jan 1996 


13. Data collection Phase Il Feb/June 1996 
V FINAL ANALYSIS INTERPRETATION AND DISSEMINATION 


14. Preliminary data Analysis 
and write-up July/Aug.1996 


15. Final Workshop 
Dissemination and preparation 
of action plans responsive 
to results Sept. 1996 


16. Finalise analysis and 
preparation of final report 
and publications Oct/Dec. 1996 
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ANNEX 1 


Estimated sample sizes of facilities and of each research tool. 


1. Facilities 


Unit category 
Hospital 
Health centre 


Dispensary with 
maternity 


Dispensary w/o 
maternity 


Government units 


Bushenyi 
1 


6 


2 


2. Sample by research tool 


Facility record checklist 
Observation checklist 


Questionnaire 


Structured interview (health workers) 


Iganga 


2 


6 


56 


Structured interview (community) 


Structured interview (member HUMC) 
Key informant (health workers) 


Key informant (community) 
Focus group discussion (health workers) 


Focus group discussion (community) 


Diaries 


16 


Sampled units 


Bushenyi 
1 


2 


Each district 
6 
6 

60 
20 
18 
6 
10 
9 
7 
12 
12 


Iganga 
1 


2 


Total 
12 
12 

120 
40 
36 
12 
20 
18 
14 
24 
24 


ANNEX 2 


QUESTIONNAIRE FOR HEALTH WORKERS 


BACKGROUND INFORMATION 


District: 
—$—$— eS. 


Name of Health Facility: 
es 


Respondent Identification No.: 


Name of Interviewer: 
Sa 


Date of Interview: 


Socio-Demographic Data 


Sex:- 1 Male i 
2 Female 
Age (in completed years):- va 


Marital Status 


Married 
Single 
Widowed 


Separated/Divorced 
Others (specify) 


Se SL ty 


Education Level: 


Professional qualification: 


Seep OtON en 


Monthly salary/allowance 


[raining /Career History 


as When did you start on your first (il i fe 


l7 


Zi For how long have you worked in the health sector? 
3. What kind of training have you undergone since your employment in the 
health sector? 
he eee 
4. What promotions have you had since then? 


Health Workers’ Household Information 


How many people do you live 
with in your household? 


List the people in your household? 


a 


— 
e 


a 


Sex Employed/ unemployed/ 
school/ out of school/ pre- 
school/ self-employed 


eT 
Lit 


What kind of housing do you have? 
1=government 2=personal 3=rental 


Income and Expenditure 


. What are the main items of expenditure of your household? 


Item Yourself Other member(s) of Combination of 
household yourself and others 


‘a Apart from your job, from what activities do you derive your income? 
3 Are you engaging in any developmental projects such as buying a plot of land 
or building? 


Yes =1WNo = 2 fe 
| 


Do you think this unit needs more staff? 


Yes = 1No = 2 eS 


IF YES In what grades of staff are there shortages? 


Is there any other information you would like us to share that we have not 
talked about so far? 
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ANNEX 3 
FOCUS GROUP DISCUSSION GUIDE 


Community FGD 


1. Use of Health Facility 


- different health units used, and why? 

- experience last time they visited the health unit 
- availability of health services at the health unit 

- accessibility of health services at the health unit 


2. Behaviour of health workers 


- presence of health workers at the health units 

- interaction with different health workers (rudeness/politeness) 
- illicit charging or appreciation payments (what kinds?) 

- what health workers do to promote their incomes 

- effects on services at the unit 

- effects on health seeking behaviour 


3. Drug use 


- availability of drugs 

- dispensed drugs in health units (types) 

- drug leakage? (reasons?) 

- receive full amount prescribed from dispensary? 
- alternative sources 

- effects on health seeking behaviour 


4. User Charges 


- different costs of health services at the unit (including informal ones) 
- experience with user charges 

- effect on their health seeking behaviour 

- effect on services at the unit 

- knowledge of health management committee and its functioning 


5. Community Incomes / Activities 


- economic activities in the area (types) 
- seasonality of incomes dp 
- levels of income (probe nature of variation) 


ANNEX 4 
FOCUS GROUP DISCUSSION GUIDE 


Health Workers' FGD. 


1. Activities in Health Unit. 


- time there (yourself & others) 
- job satisfaction and workload | 
- motivational factors 


2. Health Workers Income Generating Activities 


- incomes from work in a health facility 

- appreciation payments? How much (per patient and total income)? 
- types of activities (inside and outside the health sector) 

- seasonality of activities 

- others and yourself 

- profitability 

- timing 

- reasons for choice of strategy 


3. Health Workers Incomes and Expenditure 


- items of household expenditure 

- expenditures that cause problems 

- expenditure in relation to income 

- how to bridge the gap 

- better off or not than the community! 


4. Drug use 


- sources and types/amounts 

- system of accountability for drugs 

- (where private clinics have been mentioned) source of drugs for private clinics? 
prices (mention some specific drugs)? 

- alternative sources 

- factors influencing drug stocks and stockouts 


0. User Charges 


- usefulness 

- attitude 

- fee levels 

- management 

- (where ‘appreciation payments' have been mentioned) affected by user 
charges? 


6. Other comments 


as 


ANNEX 5 
STRUCTURED INTERVIEW GUIDE 


Community 


1. Use of Health Facility 


- different health units used, and why? 

- experience last time s/he visited the health unit 
- availability of health services at the health unit 

- accessibility of health services at the health unit 


2. Behaviour of health workers 


- presence of health workers at the health units 

- interaction with different health workers (rudeness/politeness) 
- illicit charging or appreciation payments (what kinds?) 

- what health workers do to promote their incomes 

- effects on services at the unit 

- effects on health seeking behaviour 


3. Drug use 


- availability of drugs 

- dispensed drugs in health units (types) 

- drug leakage? (reasons?) 

- receive full amount prescribed from dispensary? 
- alternative sources 

- effects on health seeking behaviour 


4. User Charges 


- different costs of health services at the unit (including informal ones) 
- experience with user charges 

- effect on their health seeking behaviour 

- effect on services at the unit 

- knowledge of health management committee and its functioning 


5. Community Incomes / Activities 


- economic activities in the area (types) 


- seasonality of incomes toe 
- levels of income (probe nature of variation) 


ANNEX 6 
STRUCTURED INTERVIEW GUIDE 


Health Workers 


1. Health workers’ welfare 
- job satisfaction and workload 
- motivational factors 
- good area to be located in? why? 
- time at the facility (yourself & others) 
- development activities 


2. Health Workers Income Generating Activities 
- incomes from work in a health facility 
- appreciation payments? How much (per patient and total income)? 
- types of activities (inside and outside the health sector) 
- seasonality of activities 
- others and yourself 
- profitability 
- timing 
- reasons for choice of strategy 


3. Health Workers Incomes and Expenditure 
- amount of income by economic activity 
- amount of household expenditure by item 
- expenditures that cause problems 
- expenditure in relation to income? 
- how to bridge the gap 
- better off or not than the community? 


4. Drug use 
- sources and types/amounts 
- system of accountability for drugs? (security of system?) 
- (if missing drugs have been mentioned) what do you think happens to the 
drugs? 
- (where private clinics have been mentioned) source of drugs for private 
clinics? prices (mention some specific drugs)? 
- alternative sources 
- factors influencing drug stocks and stockouts 


5. User Charges 
- usefulness 
- attitude 
- fee levels 
~ Management (functioning of HMC?) (any abuses?) 


- (where ‘appreciation payments’ have been mentioned) affected by user 
charges? 


6. Other comments 
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ANNEX 7 
STRUCTURED INTERVIEW GUIDE 


Health management committee member 


1. Role of health management committee 


- list of powers and functions 
- problems encountered in fulfilling them 
- describe agenda of last meeting and decisions reached 


2. Performance of health unit 


- availability and accessibility of services 

- availability of drugs 

- quality of health services 

- problems and actions taken by health management committee 


3. Interaction with health workers 


- good or bad relationship 

- opinion of health workers' performance 

- contribution of health management committee to solving problems 
- describe particular case(s) of HMC intervention 


4. Interaction with community 


- views of community on health unit 
- problems the community identify 
- what health management committee does about it 


5. Administration of user charges 


- system of accountability 
- whether any abuses occur 
- how money is spent and reasons 


- how decisions were made | | 
- whether user charges have improved health services at the unit 


6. Other comments 


ANNEX 8 


CHECKLIST OF FACILITY RECORDS 


DISTRICT: 


NAME OF HEALTH FACILITY: 


CATEGORY OF HEALTH FACILITY: 


FACILITY PATIENT ATTENDANCE 


Health unit utilisation records 
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INPATIENT DRUG USE 


Patient | Drugs prescribed Drugs given (ask Drugs bought (ask 
(from records) patient) patient) 
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Patient 


— — 


oO 


Drugs prescribed 
(from records) 
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Drugs given (ask 


Drugs bought (ask 
patient) 


patient) 


Patient 
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Drugs prescribed Drugs given (ask 
(from records) patient) 


de 


Drugs bought (ask 
patient) 


atient | Drugs prescribed 

(from records) 
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Drugs given (ask Drugs bought (ask 
patient) patient) 


User charge 
Outpatient: first attendance 

Outpatient: repeat attendance 

Ante-natal: first attendance 

Ante-natal: repeat attendance 

Inpatient day (first to...) 

Inpatient day (subsequent) 

Laboratory test 

Operation 


Dental: first attendance 
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Dental: repeat attendance 


Private ward day 


Delivery 


Other (state) 


Where fees are differentiated by type of test or operation, fill out full schedule of fees on 
of sheet. 


Date of last revision of charges --/--/-- 
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USER CHARGE EXPENDITURE 


Dec 


July August Sept Oct Nov 
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Expenditure category | Amount ‘94 


(as in account book) 


ANNEX 9 
OBSERVATION SCHEDULE 


District: 
EE sii — sk Mf oh 


Health Facility: 
— ee 


A: Utilisation rate: 


i) Number of patients Visiting the outpatient department on each day 
and hours of service in a week. 


Date of first day of week recorded --/--/-- 


Day Hours of | Facility utilisation numbers 
service Tally 


a 


Wednesday 


Thursday 


of 


State of health facility structures and equipment 


= 


(i) Renovation status of the buildings 


(ii) State of the compound 


(iii) Presence of equipment and facilities (tick) 


Article Tick | Remarks 
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Stethoscope 


B.P. Machine 
Theononetee 5s 3 
Examination etch 
Chair for patients 
hart for aisvann 


Table for clinician 


Steriliser 


Laboratory services 
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